Abstract. The purpose of the present study was to compare the effectiveness of two common α 1 -receptor blockers, alfuzosin and tamsulosin, on lower urinary tract symptoms, sexual function, and quality of life in young and middle-aged people with benign prostatic hyperplasia. We recruited 80 young and middle-aged patients with benign prostatic hyperplasia and divided them into two groups that received either the non-selective α 1 -receptor blocker alfuzosin or the selective α 1A -receptor blocker tamsulosin for 18 consecutive days. After intervention, maximum urinary flow, bladder compliance, maximum detrusor pressure, maximum urethral pressure, 72 h urination frequency and urination frequency at night, average urinary volume, residual urinary volume, urinary symptom distress score were significantly better in the tamsulosin group than in the alfuzosin group. Also, sperm density, sperm motility, sperm activity, and sperm DNA fragmentation index were significantly better in the tamsulosin group compared to the alfuzosin group. Finally, international index of erectile function-5 scores, increased libido and erection, retrograde ejaculation, and the quality of life were significantly better in the tamsulosin group compared to the alfuzosin group. Overall, tamsulosin effectively relieved the lower urinary tract symptoms, improved semen quality, and increased sexual life and quality of life in young and middle-aged patients with benign prostatic hyperplasia.
Introduction
The development of medical technology has led to rapid improvements in endoscopic surgery. In particular, the use of endoscopy surgery has markedly reduced the proportion of open surgery for prostatic hyperplasia (1) . Benign prostatic hyperplasia is mostly treated by minimally invasive procedures (2) . Previous studies have confirmed that about 15% of the patients with normal sexual life before the onset of prostatic hyperplasia who received prostate surgery suffered erectile dysfunction (ED), especially young and middle-aged patients (3) . Postoperative ED, retrograde ejaculation, and other surgical complications seriously affect sexual function.
To improve the quality of life of patients, it is critical to protect the sexual and urinary functions (4) . α 1 -Αdrenergic receptor blockers can effectively reduce the pressure on the bladder outlet and promote a smooth urinary flow. This relieves the clinical symptoms of benign prostatic hyperplasia and improves the lower urinary tract symptoms regardless of whether they receive surgery (5) . At this time, a variety of selective α 1 -receptor blockers are available for clinical use (6) . However, it is unclear which specific agents can improve lower urinary tract symptoms, male sexual function, and quality of life. Here, we investigated this question by comparing the benefits of alfuzosin and tamsulosin in a group of 80 young and middle-aged men suffering prostatic hyperplasia. Experimental indexes. We compared urodynamics after intervention, 72 h urination log record after intervention, urinary symptom distress scores before and after intervention, Semen production indexes after intervention, international index of erectile function-5 (IIEF-5) scores at different time points, indexes related to sexual function at 6 months after intervention, and quality of life scores before and after intervention.
Patients and methods

Patient information.
Evaluation criteria Urinary function. Postoperative urodynamics included the maximum flow, maximum detrusor systolic pressure, bladder compliance, and maximum urethral pressure of patients after surgery. Maximum urinary flow referred to the maximum amount of urine discharged from the urinary tract measured by chamber pot. The other indexes were measured with a bladder double-chamber piezometer tube combined with rectal piezometric tube as follows: normal saline was slowly and reversely injected into the bladder. The rectal tube was used to determine the changes in abdominal pressure, and the maximum pressure of detrusor under systolic pressure with the influences of abdominal pressure eliminated effectively, to understand bladder compliance, and determine the maximum urethral pressure.
Residual urinary volume.
A Philips iU22 transabdominal B-ultrasound (Philips, Amsterdam, The Netherlands) was used for the measures. The residual urinary volume after the urination was recorded and each measurement was performed by the same ultrasound physician with more than 5 years of experience.
Urinary symptoms distress score. Assessment was by subjective perception to determine the degree of distress and tolerance to lower urinary tract symptoms. They were classified as happy, satisfied, generally satisfactory, generally unsatisfactory, and distressed or poor with 1-6 points (36 points in total). The higher the score, the more obvious the lower urinary tract discomfort symptoms were.
Urinary log. Clinically known as the urinary frequency table, mainly used to record urination habits under living conditions. Generally recommended to record for 72 h continuously, including the total intake of liquid, urination time, urinary volume each time, number of episodes of urinary incontinence and environment, urinary volume during urinary incontinence, 72 h urination frequency, urination frequency at night, and average urinary volume.
Erectile function. Erectile function was evaluated using IIEF-5 scores (24 points in total). Scores below 21 points suggested ED.
Retrograde ejaculation. Retrograde ejaculation referred to the existence of ejaculation feeling during sexual intercourse, but without semen ejection from the urethra and urine analysis after sexual intercourse showed sperms in the urine. The enhanced sexual desire meant that the requirement of sex was increased by more than 50% on average every month.
Examination of semen. Routine semen examination was conducted before the discharge. Semen was collected with masturbation or instrument. DNA fragmentation index (DFI) was detected using sperm DNA fragment detection kit (SCD method) and observed under a light microscope at x40. The sperm aureole in semen was compared to evaluate sperm damage and DNA fragmentation.
Quality of life. Quality of life was evaluated using the Nottingham Health Survey Questionnaire, including energy, pain, emotional changes, sleep quality, adaptability to social life, and physical activity. The full score for each item was 100 points, with the higher scores indicating the worse quality of life.
Statistical analysis. SPSS 19 (IBM Corp., Armonk, NY, USA) was used for statistical processing. Measurement data were presented as mean ± standard deviation. t-test was used for the comparison of means between the two groups, chi-square test was used for the comparisons between the two groups, and analysis of variance (ANOVA) was used for comparing means within the group. P<0.05 indicates that the difference was statistically significant.
Results
Demographic and functional distribution of patients.
Distribution by gender, age, disease course, maximum urinary flow, bladder compliance, maximum detrusor pressure, maximum urethral pressure, 72 h urination frequency, urination frequency at night, average urinary volume, residual urinary volume, urinary symptom distress scores, sperm density, sperm motility, sperm activity, sperm DFI, IIEF-5 scores, and quality of life scores in the two groups are shown in Table I . We found no statistically significant differences in any of the parameters between the groups.
Urodynamics after treatment. After intervention, the maximum urinary flow, the bladder compliance, the maximum detrusor pressure, and the maximum urethral pressure in the experimental group was higher than in the control group (Table II) .
Urination log record after treatment. After intervention, the 72 h urination frequency, the urination frequency at night, the average urinary volume, and the residual urinary were lower in the experimental group than those in the control group (Table III) .
Urinary symptom distress scores before and after treatment. The difference in urinary symptom distress between the two groups before the intervention was not statistically significant (Table IV) . However, the urinary symptom distress after intervention was significantly higher in the experimental group than that in the control group (Table IV) .
Semen indexes after intervention. Sperm density, sperm motility, and sperm activity after intervention were higher in the experimental group than those in the control group (Table V) . DFI was lower in the experimental group than that in control group (Table V) .
IIEF-5 scores at different time points.
The difference in IIEF-5 scores between the two groups before intervention was (Table VI) . After 3 and 6 months of intervention, IIEF-5 scores were higher in experimental group than those in the control group (Table VI) .
Sexual function 6 months after intervention. The increase in libido and erection function were higher in the experimental group than those in the control group (Table VII) . In contrast, the rate of retrograde ejaculation was lower in the experimental group than that in the control group (Table VII) .
Quality of life scores before and after intervention. The difference in quality of life scores before intervention between the two groups was not statistically significant (Table VIII) . The quality of life scores for both groups were superior after intervention compared to those before intervention (Table VIII) , but the scores for experimental group were higher than that for the control group (Table VIII) .
Discussion
With the change of living and eating habits, the onset of benign prostatic hyperplasia has showed a younger trend (7) . Benign prostatic hyperplasia has become the most common urinary disease in young and middle-aged men. This disease leads to urinary tract obstruction and lower urinary tract symptoms, such as frequent urination, urgent urination and dysuria. Longer disease course or acute obstructions also cause acute renal insufficiency, and patients complicated with severe cardiovascular disease may even suffer from acute myocardial infarction because of urination difficulty (8) . Therefore, benign prostatic hyperplasia seriously reduces the quality of life and endangers the lives of patients (9) . The preferred treatment is surgery, but the operation is not widely recommended due to the trauma and postoperative complications (10) . Some patients, especially young and middle-aged patients with relatively mild symptoms, receive a conservative drug treatment (11) . However, a dozen of selective α 1 -receptor blockers are used in the treatment of benign prostatic hyperplasia (12) . The present study compared the effectiveness of two commonly-used selective α 1 -receptor blockers, alfuzosin and tamsulosin. Examining multiple parameters of urinary function, we found that the ultra-selective α 1 -receptor blocker tamsulosin improved the performance of alfuzosin in all parameters. Thus, tamsulosin treatment can effectively improve bladder compliance in young and middle-aged patients with benign prostatic hyperplasia. This may be possibly accomplished because tamsulosin can selectively act on the smooth muscles of the urinary tract system, relieve spasms (13) , and reduce the aseptic inflammatory response in the prostate tissues, thus improving the urinary function of patients (14) . Tamsulosin can also act on the sympathetic nervous system of the pelvic floor, promote the relaxation of the pelvic floor muscles, and alleviate pain and discomfort caused by muscle tension in the perineum, the urethra, and the pelvic floor (15, 16) .
In addition, the comparisons of indexes for semen production and quality, sexual function and satisfaction, and overall quality of life showed that tamsulosin performed better than alfuzosin in all parameters. The semen quality after tamsulosin was better than that in patients treated with alfuzosin because the latter acted on all the α 1 -adrenergic receptors in the sympathetic nervous system of the sperm transport pathway. This leads to the contraction of smooth muscles in the reproductive system and inhibits the contraction of smooth muscles in seminal vesicle and ejaculatory duct (17) , thus blocking sperm transport. Tamsulosin is an ultra-selective α 1 -adrenergic receptor blocker, which reduces the impact on the smooth muscles of the male reproductive system without affecting the transport and release of semen (18) , and reduces the incidence of ejaculation pain. The improvement of quality of life after tamsulosin is due to the selective block of the spinal semen secretion center and ejaculatory center α 1D -receptor, thereby reducing sexual excitability and increasing the ejaculation threshold (19) . This activity also significantly relaxed the smooth muscles of the above structures via blocking α 1A -receptors in the seminiferous duct, seminal vesicle, ejaculatory duct, and prostate to delay the ejaculation (20) . The enhanced erectile function might be due to tamsulosin block of α 1A -receptor, better regulating the contraction and relaxation of penile corpus cavernosum, and increasing blood flow into the corpus cavernosum under sexual excitement, thereby increasing the penis hardness and improving libido. Tamsulosin, also inhibited the α 1 -receptors in the bladder neck, posterior urethra, and prostate, thus eliminating the smooth muscle spasms in the urethra, reducing the pressure within the urethra, and slowing the reflux of prostatic fluid during ejaculation, reducing retrograde ejaculation.
In conclusion, tamsulosin is more effective than alfuzosin in relieving the lower urinary tract symptoms, it improves the semen quality, sexual life, and quality of life in young and middle-aged patients with benign prostatic hyperplasia.
